Objective: To describe feeding patterns during first two years of life and their relation to sociodemographic factors. Design: Longitudinal study. Setting: Prague, Czech Republic. Subjects: Ninety-seven full-term healthy singletons enrolled at maternity ward, of which 90.7% completed the study. Methods: Diet was assessed at 9, 12 and 24 months of age using a structured 3-day dietary record. Additional information was obtained from questionnaires completed at birth and at 6 months. Results: The median duration of exclusive breastfeeding was 5 months, and that of total breastfeeding 9 months. Breastfeeding rate 47.4% at 9 months declined to 4.5% at 24 months. Total duration of breastfeeding was positively associated with maternal education and marital status but not with maternal age, gender or birth order. Breastfeeding frequency at 9, 12 and 24 months was 4.8, 4 and 3.7, respectively. The complementary food feeding frequency increased significantly with age (4.5, 4.7 and 5.9 times per day, respectively). All children at any age point consumed fruits, cereal and milk products. The proportion of children consuming meat and vegetables had increased with age but between ages 9 and 24 months, at least 23-38% children did not consume vegetables daily and 28-40% did not consume foods from meat/fish/poultry/eggs group daily. The proportion of children consuming milk and foods associated with the early complementary feeding period had fallen with age while the consumption of cereal foods other than porridge had increased. Values of indicators of adequate complementary feeding practices tentatively suggested in the context of WHO expert consultation had closely reflected breastfeeding rates. Conclusions: Breastfeeding duration is shorter than WHO recommends. It is influenced by maternal education and marital status. Compliance with complementary feeding recommendations is relatively good. Continued promotion of healthy infant and young child feeding practices is needed. Indicators evaluating complementary feeding practices should assess breastfeeding separately from other aspects.
Introduction
The Global Strategy for Infant and Young Child Feeding (WHO and UNICEF, 2003) emphasizes the need for comprehensive national policies on infant and young child feeding, and the need to ensure that all health services protect, promote and support exclusive breastfeeding and timely and adequate complementary feeding with continued breastfeeding. To achieve this goal, it is important to document periodically the actual feeding practices for infants and toddlers.
The published research on young child feeding in the Czech Republic has focused so far on infants and brings information about breastfeeding patterns, use of other milk, and the timing of introduction of non-milk fluids or foods (Lhotska et al., 1994; Tlaskal et al., 1995; Kudlova and Rames, 2000; Prochazka and Halaskova, 2001; Schneidrova et al., 2003) .
Studies published elsewhere evaluate food intake of young children in detail (Gregory et al., 1995; Kersting et al., 1998; Noble et al., 2001; Emmett et al., 2002; Lande et al., 2004) , we are not aware, however, about such published studies in the Czech Republic. To fill this gap and obtain information that could serve as a feedback on compliance with current feeding recommendations and as a baseline for future investigations, we followed-up a subsample of children enrolled at birth into a multicentre survey aimed at breastfeeding support and practices (Schneidrova et al., 2003) with the aim to investigate feeding habits of children between 9 and 24 months. The purpose of this paper is to present their food consumption, feeding patterns and their relation to sociodemographic factors. Energy and nutrient intakes of these children were published elsewhere (Kudlova, 2004) .
Methods

Subjects
The present study is a follow-up of a subsample of subjects enrolled into a multicentre study undertaken with the financial support of the Ministry of Health with the objective to evaluate the quality of breastfeeding support and infant feeding practices during the first 6 months of life (Schneidrova et al., 2003) . The study was approved by the Ethics Committee of the 3rd Faculty of Medicine of Charles University, Prague.
During autumn/winter 1998, 159 randomly selected Czech mothers were recruited in the maternity ward of the General Faculty Hospital in Prague. Eligible were mothers who gave birth between the 38 and 42 weeks of pregnancy to one healthy child with a minimum birth weight 2.500 g and who provided an informed consent to participate in the study. A randomly chosen proportion of the mother-infant pairs were invited to complete dietary records at 9, 12 and 24 months of age. Of 100 mothers who were asked to participate further in the study, 97 (97.0%) provided requested dietary record when the child was 9 months old. Eighty-eight mother-child pairs (90.7% of those who responded at 9 months) completed the study at 24 months. Mothers were neither paid nor received any gifts for participating in the survey at any stage.
Data collection
Maternal age, education, marital status, child's gender and birth order were obtained from the questionnaire completed at birth. The duration of exclusive breastfeeding (defined as feeding breast milk without any other liquids or foods except for vitamin drops and/or medications), total breastfeeding if shorter than 6 months, the age of first non-milk foods or fluid introduction, maternal smoking during the period of breastfeeding, and when mother intends to return to work were obtained from the questionnaire completed at 6 months. When children were 9, 12 and 24 months old, mothers were mailed written instructions asking them to complete a structured 3-day food record for the child when s/he was healthy, and at 24 months, to mark down on the dietary record the child's age when breastfeeding was stopped and his/her weight and height. Mothers were instructed to record everything the child ate and drank either weighed or in household measures over consecutive two weekdays and one weekend day. They were asked to record the amount of each ingredient used when preparing a meal from several food items, and also to record the amount or proportion of the prepared meal that the child actually ate. The meal was then recorded as its components. Breastfeeding sessions were recorded but no attempt was made to assess the quantity of breastmilk consumed. Only four mothers planned to return to work before the child's second birthday and actually at 24 months all children but one ate at home. The dietary record for the one child who attended a kindergarten was completed according to the information of a nurse given to the mother. A nutritionist went through the dietary diaries and clarified any anomalies with the mother by phone when needed.
Data analysis
Median, mean and s.d. were used to describe the duration of exclusive breastfeeding, age at introduction of non-milk foods or fluids, and feeding frequency. As four children were still breastfed at 24 months of age, only median and s.d. were used to describe the duration of total breastfeeding. Maternal age, marital status and education were categorized as o25 years, 25-29 years and X30 years, married/living with a partner and single/divorced, and as university and lower than university, respectively. Sociodemographic differences in feeding patterns were analysed with the nonparametric Mann-Whitney and Kruskal-Wallis tests. Comparison of milk and complementary food consumption frequencies between children at different age points, breastfed and non-breastfed children, boys and girls were performed by the Student's t-test. A level of Po0.05 was regarded as statistically significant.
The foods and beverages recorded were categorized and summarized for each child at each age point. The percentages of children consuming food categories as well as specific foods in the first recorded day and at least once in the three recorded days were calculated.
Possible indicators of adequate complementary practices that could be used to evaluate current practices and to monitor the impact of programs designed to improve them were suggested in the context of WHO expert consultation on complementary feeding (Piwoz et al., 2003) . We calculated proportions of children who meet these indicators. The proportions of children who meet the three of four indicators requiring that the child be breastfed were in addition calculated regardless of the breastfeeding status.
The Statistica 6.1. (StatSoft Inc. 2003) was used for the statistical analysis.
Results
Sample characteristics
Dietary diaries were received for 97 singleton urban infants at 9 months of age, 87 records were obtained at 12 months and 88 at 24 months. Nine children were lost to follow-up due to parents not responding. All main carers were mothers and all completed 3 days of records. Table 1 shows the sample characteristics. According to the reported weight and height at 24 months, the mean weight for height of males was at the 90th percentile (upper margin of proportional growth) and that of females at 50th percentile of the Czech growth tables (Blaha and Vignerova, 2001 ).
Breastfeeding
All infants but one (98.7%) were breastfed at discharge from the maternity ward; 61.9, 47.4, 36.8 and 4.5% were breastfed at 6, 9, 12 and 24 months of age, respectively. The median duration of exclusive breastfeeding was 5 months (s.d. 2.1, mean 4.0). The median duration of total breastfeeding was 9 months (s.d. 7.1); median age at introduction of non-milk fluids or food was 5 months (mean 4.8, s.d. 2.4).
Higher maternal education (university vs lower) was significantly associated with longer exclusive breastfeeding (P ¼ 0.01733), longer total breastfeeding (P ¼ 0.00021) and later introduction of non-milk fluids or foods (P ¼ 0.02736). Single parent status was associated with shorter duration of total breastfeeding (P ¼ 0.02648) but there was no association with the length of exclusive breastfeeding or introduction of non-milk fluids or foods. Maternal age (o25, 25-29 X30) and child's birth order were not associated with the length of exclusive or total breastfeeding or later introduction of non-milk fluids or foods. The association of feeding pattern and maternal smoking was not evaluated as only two mothers reported smoking during the period of breastfeeding. They both stopped breastfeeding when the child was 9 months old.
Boys were exclusively breastfed for longer (P ¼ 0.0126) and were introduced to non-milk fluids or foods later than girls (P ¼ 0.0319) but there was no gender association with the total duration of breastfeeding. Table 2 shows the mean frequency of milk and semi-solid or solid food consumption. Daily mean breastfeeding frequency decreased with age and was significantly higher than the consumption of milk in the non-breastfed group. Mean daily number of semi-solid or solid foods consumed by all children at 9, 12 and 24 months was 4.5, 4.7 and 5.9, respectively. The frequency of semi-solid or solid food consumption significantly increased with age but there was no significant difference between breastfed and non-breastfed infants (P40.05).
Eating frequency
The proportion of children who ate snacks in addition to three main meals and the number of snacks increased with age. At least one morning snack ate 45, 53 and 89% of children at 9, 12 and 24 months of age, respectively; at least one afternoon snack consumed 55, 91 and 92% of children at 9, 12 and 24 months, respectively. Twenty-five percent of 2-year-olds got one snack after dinner. a 9 months o24 months, P ¼ 0.00004; 12 months o24 months,
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Food consumption Table 3 shows the consumption of different food types consumed on the first recorded day and those consumed at least once in 3 days.
Breast-milk, formula and milk. The everyday consumption of any milk decreased with age. Two non-breastfed children at 9 and 12 months and 24 (27%) children at 2 years did not consume any milk. Infant formula was the most common source of milk of non-breastfed children at any age. The consumption of cow's milk, most often reduced-fat, increased with age but formula was still given to 37% of 2-yearold children. Cow's milk given to 28% of children at 9 months was usually mixed with other food and not given as a fluid. Ten of 46 breastfed 9-month-old infants consumed formula in addition to breastmilk.
Milk products. All infants consumed milk products in the first recorded day. Yoghurt, cottage cheese, and various high fat creamy products were the most frequent items.
Meat and eggs. Meat consumption during the three recorded days increased from 80% at 9 months to 100% at 2 years of age. Forty percent of 9-month-olds and about 30% of older children did not consume meat or egg in the first recorded day. The meat was almost invariably boiled and it was most frequently poultry.
Vegetables. Most children at 9 and 12 months of age and all at 2 years consumed vegetables but some not daily: 23, 18 and 28% of children aged 9, 12 and 24 months, respectively, did not eat vegetables on the first recorded day. Carrot as a distinct food item, followed by mixed vegetables, were predominant in infancy. Vegetables included in the mixes were frequently home prepared root vegetables (carrot, parsnip and celeriac) followed by various mixes of commercial frozen vegetables. Vegetables were usually boiled. Raw vegetables (e.g. carrot, tomato and cucumber) or vegetable commercial baby food were seldom given.
Fruits. Almost all children consumed fruits as an individual food item in the first recorded day at any age point. Except for commercial fruit purée, fruits were mostly fresh. Bananas and apples dominated in the fruit food group.
Cereals. All children consumed cereals, although at 9 months 13% infants did not consume them on the first recorded day. Cereal porridge, most frequently consumed commercial baby food, was the predominant cereal-based food in the diet of infants while bread or rolls were predominant at 2 years of age.
Beverages other than milk. Eight breastfed children at 9 months of age did not receive any other fluids than breastmilk. Fruit or herbal tea and fruit juice were the beverages given most frequently. Fruit or herbal teas were produced by baby food companies. Juice was fresh or produced by baby food companies. Only six (6.2%) infants were given back tea but none of them as the main fluid.
Sweets. The consumption of sweets increased with age from almost nil at 9 months to 61% at 2 years.
Supplements. Vitamin D supplements were given to 87% of children at 9 months, 32% at 12 months and 14% at 24 months. Several children received other vitamin or mineral supplements: fluorine salts (10% at 9 months, 8% at 12 months and 7% at 24 months), vitamin A (10% at 9 months and 8% at 12 months), multivitamins (7% at 9 months, 3% at 12 months and 7% at 24 months), iron (7% at 9 months), vitamin K (6% at 9 months), and vitamin C (3% at 9 and 12 months).
Food distribution
Food distribution during the first recorded day was assessed. Most mothers breastfed several times between 2100 and 0900 and within 1 h after dinner. Almost half of mothers breastfed also at least once during the day. Non-breastfed children consumed milk most frequently in the morning but there was no typical time of day for other milk portions if they consumed it. Regardless of age, milk, milk products and bread or rolls were the foods most frequently consumed for breakfast. Meat, vegetables as distinct item, and potatoes were most common for lunch. All children aged 9 months and older received a cooked meal for lunch. It was the most common, and for majority of children the only eating occasion, at which vegetables were served: all infants that consumed vegetables on the first recorded day at 9 and 12 months, ate one portion for lunch; 13% of 12-month-olds ate also a second serving at another eating occasion. At 24 months, 62% of children ate vegetables at lunch. Infants ate most frequently porridge for dinner. The dinner pattern of toddlers was less well distinguished. Dinner other than milk was given to more than 90% children at any age. They got either a hot dinner similar to lunch or cold dinner consisting of bread with various accompaniments. Fruits and milk products were most frequently given for snacks. Bread or sweet pastry was added to snacks in increasing frequency with age. Table 4 presents the proportions of children that meet the indicators of dietary diversity, quality and frequency tentatively suggested by Piwoz et al. (2003) . Food group 'tubers' is represented in the indicator of dietary diversity by potatoes only; legumes are not represented as only one child consumed legumes (lentils). Children, who did not consume required five types of foods, consumed usually four types Food consumption and feeding patterns E Kudlova and J Rames Food consumption and feeding patterns E Kudlova and J Rames with meat or vegetables missing in addition to the tuber and lentil group.
Indicators of dietary diversity, quality and frequency
Discussion
Data from this survey show that the median duration of total breastfeeding was 9 months and 4.5% of children were still breastfed at 24 months. Maternal education and marital status were associated with the total duration of breastfeeding but not maternal age, child's birth order or gender. The frequency of semisolid and solid food consumption increased significantly with age. Apart from the difference in milk intake, there was no difference in feeding frequency of breastfed and non-breastfed infants. At 9 months and later all children consumed milk products, fruits and cereal products. The proportion of children consuming meat and vegetables had increased with age although not all children consumed them daily. The proportion of children consuming milk and foods associated with the early complementary feeding period (cereal porridge, carrots and bananas) had fallen markedly between 12 and 24 months while the proportion of children consuming cereal products except porridge had markedly increased from 9 months. Weight for height values below 3rd percentile signifying malnutrition were not found at 2 years of age. A larger proportion of weight for height distribution among the quartiles of the Czech growth tables (Blaha and Vignerova, 2001 ) fell into the two upper quartiles than would be expected. This, together with the mean weight for height of boys at the upper margin of proportional growth, may suggest that overweight among boys is a potential problem. It should be noted, however, that the weights and heights values were reported by mothers and therefore may not be accurate. For this reason association of growth and feeding patterns was not evaluated.
Breastfeeding rates found in children from Prague are in line with results of the multicentre survey, the part of which our children were (Schneidrova et al., 2003) and are similar to those found in another recent Czech study (Prochazka and Halaskova, 2001) .
Breastfeeding rates in the Czech Republic have increased during the last decades. Only 15.1% of infants were breastfed for 3-6 months and 14.4% for longer than 6 months according to a nationwide anthropological research in 1991 (Lhotska et al., 1994) . This increase may be attributed to the National Breastfeeding Promotion Programme implemented in the country since 1991 (Schneidrova et al., 2004) .
The breastfeeding rates of our infants are lower than those reported in Sweden (Hofvander, 2005) , similar to Norway (Lande et al., 2004) but they are higher than in many other EU and Eastern European countries: Netherlands (van der Wal et al., 2001), Italy (Giovannini et al., 2004) , Switzerland (Merten et al., 2005) , Finland (Erkkola et al., 2005) , northwest Russia (Grjibovski et al., 2005) , Belarus (Kramer et al., 2001) and Lithuania (Vingraite et al., 2004) .
In our study, better educated mothers breastfed exclusively and breastfed to any extent for longer, and initiated nonmilk fluids or foods later. This has also been described in other studies (Riva et al., 1999; Vingraite et al., 2004; Grjibovski et al., 2005; Erkkola et al., 2005) . Significant association of mother's single parent status associated with shorter breastfeeding was also found in other studies (Pande et al., 1997; Grjibovski et al., 2005; Erkkola et al., 2005) . Similarly as in other studies (Savage et al., 1998; Hornell et al., 1999) , no gender difference was found in the duration of total breastfeeding or introduction of non-milk foods or fluids, but boys were exclusively breastfed for longer. Opposite findings have been also reported (Pande et al., 1997; Erkkola et al., 2005) . In this study, we did not find an association between birth order and feeding patterns. Other studies describe controversial results (Pande et al., 1997; Grjibovski et al., 2005) .
Infant formula was the most common source of milk at all age points. The proportions of our and German children consuming formula were similar at 9 months of age; that of our children was higher at 12 months (Kersting et al., 1998) . Formula consumption may positively influence the nutrient intake since it is fortified with minerals and vitamins and contains less saturated fat, cholesterol, and more polyunsaturated fatty acid per 100 g than cow's milk.
Cow's milk consumption among our children was less frequent than among English children at 8 and 18 months Proportion of children over 6 months of age who consumed animal products in addition to breastmilk during last 24 h. f Proportion of children aged 6-11 months who consumed solid or semisolid food (meals and snacks) at least three times per day in addition to breastmilk during last 24 h. g 9 months of age. h Proportion of children aged 12 months and older who consumed solid foods (meals and snacks) at least five times per day during last 24 h. i 12/24 months of age.
Food consumption and feeding patterns E Kudlova and J Rames (Noble et al., 2001; Emmett et al., 2002) and among Norwegian children at 12 months (Lande et al., 2004) . The majority of English and Norwegian children consumed whole milk while our children consumed mostly reducedfat milk. At 9 months of age 28% infants consumed cow's milk usually mixed with food and not as a milk-only feed.
In the Czech Republic (Nevoral and collective, 2003) , as well as for example in the US and in the UK (Department of Health, 1994 ; American Academy of Pediatrics, 1998), it is recommended that cow's milk should not be used as the main drink before the age of 12 months. The main reason for delaying the introduction of cow's milk is to prevent the development of iron deficiency anaemia (Fomon, 2001) . Using small quantities of unmodified cow's milk in the preparation of complementary foods is acceptable according to Czech recommendations from 10 months of age (Nevoral and collective, 2003) , although WHO considers this acceptable already from 6 months of age (Michaelsen et al., 2000) .
In several countries the recommendation is that reducedfat milk should not be introduced during the first 2-3 years of life while others recommend that semi-skimmed milk can be introduced from the age of 12 months (Michaelsen and Jorgensen, 1995) . There is a concern that reducing the dietary fat content might also reduce the total energy intake (Aggett et al., 1994) . On the other hand, the STRIP trial aimed at decreasing the exposure to known environmental atherosclerosis risk factors in children supports the safety of a low-saturated-fat, low cholesterol diet administered to children from 7 months of age (Simell et al., 2000) . In this study, the fat intake of non-breastfed children at all age points was about 30% of dietary energy intake (Kudlova, 2004) , which is the lower margin of a range recommended by FAO/WHO (1994) and therefore the consumption of reduced fat milk among our children may be safe.
Milk consumption declining with age may be a concern. According to WHO 200-400 ml of milk per day is needed if adequate amounts of other animal foods are consumed regularly (WHO, 2004) and also according to the Czech recommendations milk should be consumed daily (Nevoral and collective, 2003) . Another potential concern is that some infants consumed formula in addition to breastmilk. Giving complementary foods rather than formula may be preferable in order to diversify the diet and thus meet the nutrient needs later in life.
The Czech recommendations for the introduction of complementary foods are quite detailed (Nevoral and collective, 2003) . Vegetables, to which lean meat (six times a week) or an egg (once a week; egg yolk up to 1 year of age only) should be later added, are recommended as the first complementary food for lunch, fruit purée, to which plain yoghurt may be later added, is recommended as the second type of complementary food for morning or afternoon snack, and cereal porridge is recommended as the third type of complementary food for dinner. This recommended pattern is apparent in infants' diet; however, there are several concerns.
Meat is a source of highly bioavailable haeme iron and high quality protein. WHO recommends eating meat, poultry, fish or eggs daily, or as often as possible (Daelmans et al., 2003; WHO, 2004) . The proportion of children consuming meat and eggs increased with age but a substantial proportion of children did not consume meat or eggs every day. Poultry meat (mostly chicken, exceptionally turkey), which is lower in iron and zinc content than red meat, was by far the most popular type of meat at any age point. It could have contributed to the low iron intake at 9 months observed in these children (Kudlova, 2004) . Consumption of other types of meat (beef, fish, pork, ham) and eggs had increased by 2 years of age. Children did not consume iron rich liver or other offal. This is probably a consequence of traditional warning in education materials to avoid liver and other offal due to high cholesterol content and potential high xenobiotic load.
Daily consumption of a wide variety of fruits and vegetables is a cornerstone of a healthy diet (WHO, 1999) . Fruit consumption of our children was satisfactory but vegetable consumption was less frequent. The proportion of children consuming vegetables at least once in 3 days increased with age but a number of children did not consume them daily. Consuming main meals consisting of meat-and potatoes-or cereal-based accompaniment only, a pattern common in the diet of Czech adults, was observed already at 9 months of age. Although dietary records at 12 and 24 month were collected during the autumn and early winter, seasonal influence on the proportion of vegetables consumers does not seem probable as there is no difference in seasonal availability and little difference in the price of the most frequently given root vegetables or frozen vegetable mixes.
According to 3 day dietary records, a lower proportion of meat, vegetables, potatoes, and fruits consumers were found among 8-month-old English children than among our 9-month-olds (Noble et al., 2001) . At 12 and 24 months of age a larger proportion of our children ate fruit, poultry and a smaller proportion ate beef than English 18 month old children; similar proportions ate vegetables and fish (Emmett et al., 2002) . At 12 months, the proportions of our children getting porridge, vegetables, fruits, meat, yoghurt and juice at least once in 3 days was remarkably similar to that of Norwegian children, although the results are not quite comparable as the Norwegian study used food frequency questionnaire (Lande et al., 2004) . In comparison with German children (Kersting et al., 1998) , a lower proportion of our 9-month-olds and a similar proportion of 12-month-olds ate commercial processed cereal-based foods (porridge, biscuits) during the 3-day recording period. The advantage of commercial porridge is its fortification with iron and possibly other nutrients. Other commercial baby food did not play a major role in complementary feeding. A variety of fruit and vegetable baby foods are available on the market but the price, especially of vegetable/ meat dishes, may be prohibitive.
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Although water is recommended as preferable beverage, only a small proportion of children consumed it. The content of sugar in fruit and herbal teas and fruit juices, which are most common fluids consumed, may be a concern.
According to the Czech recommendations (Nevoral and collective, 2003) , children should get vitamin D supplements throughout the first year of age and during winter months in the second year. Most infants (87%) received vitamin D at 9 months. The proportion of children who received vitamin D at 12 and 24 months may have been influenced by collecting part of the data in the autumn and part in winter months. The justification for other supplements given to 10% of children or less has not been evaluated.
Meal and snack frequency was satisfactory and was not associated with gender or breastfeeding status. For the average healthy breastfed child meals of complementary food should be provided three or four times per day at 9-11 months, and three to four times per day at 12-24 months, with additional one to two nutritious snacks (Daelmans et al., 2003) . For the average healthy non-breastfed infant, meals should be provided four to five times per day, with additional nutritious snacks one to two times per day (WHO, 2004) . Milk products and fruits were commonly given for snacks, thus the nutritional quality of snacks was generally good, although sweets consumption at 2 years may be of some concern.
Simple, valid and reliable tools are needed to assess current complementary feeding practices, to design intervention programs, and to monitor their impact (Piwoz et al., 2003; Ruel et al., 2003) . In the context of WHO expert consultation on complementary feeding, Piwoz et al. (2003) suggested possible indicators of dietary diversity, quality and feeding frequency listed in Table 4 . In our study, an attempt was made to utilize these indicators. The major limiting factor to meet the suggested first three indicators was that a child has to be breastfed in order to meet the criteria. The same indicators calculated regardless of breastfeeding status reflected the lack of daily meat or vegetable consumption (diversity), adequate dietary quality, and adequate feeding frequency at 9 and 24 but not at 12 months of age. Indicators that assess breastfeeding separately from other aspects of feeding practices as suggested in the International Food Policy Research Institute's Discussion paper (Ruel et al., 2003) therefore, seem more appropriate.
As some food preferences seem to be established early in life (Birch, 1998; Fox et al., 2004) and that they may predict later eating habits (Skinner et al., 2002) , efforts to promote and support the development of healthy eating habits should begin very early in life. Information obtained from this study provides a foundation for building a more complete understanding of the food consumption patterns of infants and toddlers. Although not representative, these data offer information that practitioners can use in providing nutrition guidance for caregivers of young children. They also provide an evidence-based foundation for reviewing existing feeding recommendations for this age group and for monitoring the changes over time.
